The data underlying the results presented here are from 2 different studies with different data publishing policies. The individual-level data are not available through a public repository due to ethical and legal restrictions. Both studies have an open collaboration policy and the datasets generated and analysed for this study are available upon request. Applications to use the BiB dataset can be made directly to the BiB executive group (<https://borninbradford.nhs.uk/research/how-to-access-data/>) and applications to use the GenR dataset can be made to the Generation R Study Management Team (<generationr@erasmusmc.nl>), subject to local rules and regulations.

Introduction {#sec007}
============

Maternal smoking during pregnancy is one of the most important modifiable determinants of low infant birth weight and other adverse perinatal outcomes \[[@pmed.1002972.ref001]\]. Whilst the prevalence of pregnancy smoking has declined, it remains high in the US and Western Europe, where approximately 15%--20% of all pregnant women smoke \[[@pmed.1002972.ref002]\]. According to the US Surgeon General's reports \[[@pmed.1002972.ref003],[@pmed.1002972.ref004]\], there is substantial evidence supporting a direct link between pregnancy smoking and low infant birth weight, with this evidence being consistent across a multitude of studies using conventional multivariable analyses of observational data. However, these results from conventional observational approaches may be explained by residual confounding given that women who smoke during pregnancy are more likely to be socioeconomically disadvantaged and to engage in other risky health behaviours that may lead to low birth weight. More recent findings from quasi- experimental studies comparing populations with different tobacco control policies \[[@pmed.1002972.ref005]--[@pmed.1002972.ref007]\], and from observational studies using Mendelian randomization (MR) \[[@pmed.1002972.ref008]\], parental negative control \[[@pmed.1002972.ref009]\], and discordant sibling \[[@pmed.1002972.ref010]\] designs, support an intrauterine effect of maternal smoking during pregnancy on infant birth weight.

Still, evidence on the critical smoking exposure window and timing of smoking-related fetal growth restriction is limited. Previous studies have mainly focused on size at birth only, with few studies exploring when during pregnancy smoking starts to affect growth, or whether there are differences in its effect on different fetal growth parameters. Pregnancy smoking has been associated with a reduction in first trimester crown--rump length (CRL) \[[@pmed.1002972.ref011]\], but studies using repeat ultrasound measures have failed to identify an association with early second trimester fetal size, and the magnitude of reported associations with different fetal parameters later in pregnancy varies considerably \[[@pmed.1002972.ref012]\]. This inconsistency largely reflects between-study heterogeneity in longitudinal fetal growth assessment and adjustment for confounding factors, which hamper the ability to determine causal intrauterine effects from early fetal life \[[@pmed.1002972.ref012]\]. There is also uncertainty about the impact of smoking cessation in early pregnancy and the extent to which fetal growth restriction can be prevented or minimised by lowering cigarette consumption. Obtaining stronger causal evidence of when in pregnancy smoking influences fetal growth, how quitting affects this, and whether there is a dose response in those who continue smoking will provide stronger evidence to inform updated guidelines and to help women make more informed decisions. Furthermore, understanding whether smoking reduces birth weight by universally reducing growth across all growth parameters or has varying effects could provide insights into the mechanisms through which smoking affects fetal growth.

The aim of this study was to determine the associations of maternal quitting, reducing, and continuing smoking during pregnancy with longitudinal trajectories of different fetal growth parameters (head circumference \[HC\], femur length \[FL\], abdominal circumference \[AC\], and estimated fetal weight \[EFW\]) in a joint analysis of data from 2 population-based pregnancy cohorts. To improve causal inference, we triangulated findings from 3 approaches with differing sources of bias (multivariable regression, MR, and parental negative control) \[[@pmed.1002972.ref013]\]. This study provides novel insights into the impact of quitting or reducing smoking during pregnancy on fetal growth that can be used to tailor advice and support to individual women.

Methods {#sec008}
=======

Cohorts {#sec009}
-------

We identified cohorts from the MR-PREG consortia, a collaboration of cohorts used to explore causes and consequences of different pregnancy complications and outcomes. To contribute to this study, cohorts had to have repeat fetal ultrasound scan measurements. We used parental and offspring data from the Generation R Study (GenR) \[[@pmed.1002972.ref014]\] and the Born in Bradford study (BiB) \[[@pmed.1002972.ref015]\], 2 population-based pregnancy cohorts including participants from multi-ethnic urban populations (see [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"} for a detailed description of both cohorts). GenR is based in Rotterdam (the Netherlands) and consists of 9,778 women (response rate at baseline = 61%) who had an expected delivery date between April 2002 and January 2006. Most participants (*n* = 8,880, 91%) were recruited during pregnancy. BiB enrolled 12,450 women residing in Bradford (response rate \> 80%), a city in the north of England. Women participating in BiB had an expected delivery date between March 2007 and December 2010 and were mainly recruited at their oral glucose tolerance test (OGTT) appointment at 26--28 weeks' gestation (all pregnant women booked to deliver in Bradford are offered an OGTT). For the present analysis, we included women who gave birth to singletons without known fetal/birth congenital anomalies and with fetal growth and maternal smoking data (see [S1 Fig](#pmed.1002972.s001){ref-type="supplementary-material"}). We further restricted analyses to participants of white European origin, as smoking behaviours and fetal growth trajectories differ considerably by ethnicity, and for other ethnic groups, numbers were too small for reliable estimates. This resulted in a study population of 8,621 liveborn singletons (GenR, *n* = 4,682; BiB, *n* = 3,939). Of these, 6,527 had maternal genotype data (GenR, *n* = 3,604; BiB, *n* = 2,923) and were included in the MR analyses, and 5,537 had partner smoking data (GenR, *n* = 4,206; BiB, *n* = 1,331) for inclusion in the negative control study.

All study participants gave written informed consent, and the study was approved by the local medical ethical committees (GenR: MEC 198.782/2001/31; BiB: ref 06/Q1202/48).

Parental smoking {#sec010}
----------------

Full details of how parental smoking was assessed are provided in [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"}. Based on the available data in both cohorts, maternal smoking during pregnancy was categorised as follows: (1) non-smokers (i.e., women who had never smoked or stopped smoking several months \[\>6 months in GenR and \>3 months in BiB\] prior to pregnancy); (2) pre-pregnancy smokers who quit in early pregnancy (i.e., women who reported smoking in the months before becoming pregnant but not after the first trimester); and (3) pre-pregnancy smokers who continued smoking through pregnancy (i.e., women who reported smoking in the months before becoming pregnant, in the first trimester, and during mid and/or late pregnancy).

We also extracted information on the number of cigarettes smoked by women who continued to smoke through pregnancy. This was done by taking the mean of the smoking quantity reported during the first trimester and during mid and/or late pregnancy. Since each cohort used different cutoffs to categorise self-reported smoking quantity (intensity), these data were grouped into 'light' (1--4 \[GenR\] or 1--5 \[BiB\] cigarettes per day), 'moderate' (5--9 \[GenR\] or 6--10 \[BiB\] cigarettes per day), and 'heavy' smoking (≥10 \[GenR\] or \>10 \[BiB\] cigarettes per day).

To strengthen causal inference, we used information on partner smoking during pregnancy as a negative control \[[@pmed.1002972.ref013],[@pmed.1002972.ref016]\]. Under the assumption that confounding would be similar for maternal and partner smoking, stronger estimates for the association of fetal growth parameters with maternal than partner smoking can be interpreted as support for a causal intrauterine effect of maternal smoking, while similar effect estimates would be suggestive of unmeasured shared familial confounding \[[@pmed.1002972.ref013]\]. We used the same categories of partner smoking quantity (light, moderate, and heavy smoking) to those used for maternal smoking.

Instrument selection and genotyping for MR {#sec011}
------------------------------------------

We selected the rs1051730 single nuclear polymorphism (SNP) in the α-nicotinic acetylcholine receptor (CHRNA3/5) gene cluster as an instrumental variable for our MR analysis because this variant has been shown to robustly (in genome-wide discovery and replication studies \[[@pmed.1002972.ref017],[@pmed.1002972.ref018]\]) relate to smoking intensity and ease of quitting, and also to relate to these smoking traits in pregnancy \[[@pmed.1002972.ref019]\]. Full details of genotyping and quality control are provided in [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"} and [S1 Table](#pmed.1002972.s013){ref-type="supplementary-material"}.

Fetal growth assessment {#sec012}
-----------------------

Longitudinal fetal growth trajectory analyses were based on repeat fetal ultrasound and birth anthropometric measurements starting at 12--16 weeks' gestation and ending at term. The collection of fetal ultrasound data in both cohorts has been described in detail elsewhere \[[@pmed.1002972.ref020],[@pmed.1002972.ref021]\]; see also [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"} for study-specific procedures including numbers of anthropometric measurements collected. In GenR and BiB, gestational age was determined using CRL (up to 13 weeks 6 days) and biparietal diameter thereafter. Fetal anthropometrics (HC, FL, and AC) were collected from 12 weeks (HC and FL) and 16 or 18 weeks (AC) of gestation and measured to the nearest millimetre using standard ultrasound planes \[[@pmed.1002972.ref022]\]. From these measurements, fetal weight was estimated using the Hadlock 1985 formula \[[@pmed.1002972.ref023]\]: $$log_{10}\ EFW = 1.326 - 0.00326AC \times FL + 0.0107HC + 0.0438AC + 0.158FL$$

Anthropometric measurements at birth (HC and weight in both cohorts and AC in BiB only) were obtained from obstetric medical records and combined with fetal anthropometric data to estimate trajectories of fetal growth. In both cohorts, the median number of repeat weight estimates per singleton was 3.

Other variables {#sec013}
---------------

The following variables were considered as potential confounders in multivariable analyses, including for partner smoking associations: age, parity (at the time of index pregnancy; mothers only), height, body mass index, education, and alcohol intake. In both cohorts, these variables were mainly derived from the baseline questionnaire administered at enrolment at a median gestational age of 13 weeks (GenR) or 26 weeks (BiB). Full details of their assessment and inclusion in the analysis models are provided in [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"}.

Statistical analysis {#sec014}
--------------------

A draft analysis plan was written by JSB, KT, and DAL in December 2017, and the final analysis plan was agreed upon by all investigators in February 2018 after discussions with the GenR team (see [S2 Text](#pmed.1002972.s032){ref-type="supplementary-material"}). Analyses commenced in June 2018, and 2 changes were made after analyses had begun. Preliminary results showed that maternal rs1051730 genotype was associated with maternal age, and we decided to explore the impact of this by repeating all MR analyses with adjustment for maternal age. In January 2019, in response to suggestions from one of the co-authors, it was agreed that we would also estimate and report proportional differences in mean fetal size as we might expect absolute differences to increase as the fetus grows. No further changes to the analysis plan were made.

Fetal growth trajectories were derived using multilevel fractional polynomial models with 2 levels (i.e., measurements within occasions \[level 1\] within individuals \[level 2\]) as described in detail elsewhere \[[@pmed.1002972.ref021]\]. A variable for cohort (GenR versus BiB) and one for its interaction with gestational age were entered in all models to account for between-study differences in fetal growth. In pooling the data in a single analysis model, we assume that both cohorts are from the same underlying population for which inferences can be made. To test this assumption, we compared estimates obtained from this single analysis model with those observed in GenR and BiB separately and further tested for between-study heterogeneity by adding a 3-way interaction term (between study, smoking exposure, and gestational age) to each analysis model. More details on model specification can be found in [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"}, including supportive data for the growth trajectories fitted ([S2](#pmed.1002972.s014){ref-type="supplementary-material"} and [S3](#pmed.1002972.s015){ref-type="supplementary-material"} Tables; [S2 Fig](#pmed.1002972.s002){ref-type="supplementary-material"}). We also compared the fetal growth results with associations observed for birth weight using linear regression. Because fetal growth trajectories, by definition, are conditioned on gestational age, we checked the extent to which birth weight differences changed with adjustment for gestational age.

Multivariable and parental negative control analyses {#sec015}
----------------------------------------------------

Associations of maternal and partner smoking exposures were analysed by adding these variables as main effects and as interactions with gestational age to the multilevel models. From these models, global *p-*values for these coefficients were derived to assess overall differences in fetal growth (i.e., to test the null hypothesis that the growth trajectories across pregnancy for different parameters do not differ, for example comparing smokers to non-smokers). This global approach is recommended to avoid multiple testing. Differences in mean fetal size associated with each smoking exposure were estimated at 4-week intervals from 12--16 weeks onwards in absolute original units (i.e., millimetres and grams) and proportionally as the ratio of the observed differences to the mean at each time point. To provide an estimate of the timing of fetal growth restriction, we also report the earliest gestational age (based on 4-week intervals) at which the 95% CI for a difference in mean fetal size did not include 0. It should, however, be noted that this estimate is conservative as it is guided by statistical significance only, and the actual process of growth restriction will have started prior to this point in time.

Fetal size differences by parental (maternal/partner) smoking status were estimated using maternal/partner non-smokers as the reference group. Associations with parental smoking are presented with adjustment for cohort only (model 1) and with adjustment for cohort, infant sex, parity (for maternal smoking only), and respective parental age, height, BMI, education level, and alcohol use during pregnancy (model 2). In the parental negative control comparison, associations were additionally mutually adjusted for the smoking behaviour of the other parent (model 3).

Missing covariate data were imputed using multiple imputation stratified by cohort (see details in [S1 Text](#pmed.1002972.s031){ref-type="supplementary-material"}), and we also present results based on complete case data.

MR analysis {#sec016}
-----------

Fetal size differences by maternal rs1051730 genotype were modelled per risk allele (T) increase (i.e., assuming an additive genetic effect). As rs1051730 genotype has been associated with smoking quantity in individuals who smoke (with each T allele increase corresponding to approximately 1 additional cigarette per day \[[@pmed.1002972.ref017],[@pmed.1002972.ref024]\]), we would anticipate an association in women continuing to smoke during pregnancy, and would expect this association to be weaker in those who quit smoking and null in non-smokers. An association with fetal growth in non-smokers would be indicative of a horizontal pleiotropic effect of the variant (i.e., not acting through smoking intensity or inability to quit smoking) and would suggest that our results in smokers may be biased \[[@pmed.1002972.ref025]\]. In our main analyses we compared the associations of the genetic variant with fetal growth in these 3 groups (pre-pregnancy smokers who continued smoking through pregnancy, pre-pregnancy smokers who quit in early pregnancy, and non-smokers). Stratifying pre-pregnancy smokers into those quitting and continuing smoking could, however, introduce collider bias \[[@pmed.1002972.ref026]\], as the rs1051730 T allele has previously been associated with the ability to quit smoking \[[@pmed.1002972.ref019]\]. We therefore repeated the MR analysis in just 2 groups: pre-pregnancy smokers and non-smokers. We examined associations of maternal rs1051730 genotype with potential confounders of the smoking--fetal growth association to test the independence assumption. To address the possibility of an association of maternal rs1051730 being mediated through inheritance rather than a causal intrauterine effect, we performed a sensitivity analysis with adjustment for fetal rs1051730 genotype. Fetal genotype data were available for 4,457 singletons.

All analyses were undertaken using MLwiN version 2.4 run in Stata/MP version 15.

Results {#sec017}
=======

Participant characteristics {#sec018}
---------------------------

Distributions of characteristics of participants included in the MR and negative control analyses were very similar to those included in the main analysis of maternal smoking effects ([S4 Table](#pmed.1002972.s016){ref-type="supplementary-material"}). In GenR, 1,221 women (26%) reported smoking prior to pregnancy, including 423 who quit early in pregnancy (9%) and 798 (17%) who continued smoking through pregnancy. Corresponding percentages of pre-pregnancy smoking (41%) and continued smoking (30%) were higher in BiB, whereas the proportion of women quitting in early pregnancy was similar to that observed in GenR (11%) ([Table 1](#pmed.1002972.t001){ref-type="table"}). Overall, 44% and 35% of partners smoked in GenR and BiB, respectively. In both cohorts, mothers who continued smoking during pregnancy were younger, shorter, less educated, and more often multiparous, and gave birth to infants of lower gestational age and birth weight ([S5 Table](#pmed.1002972.s017){ref-type="supplementary-material"}). In BiB, mothers who continued smoking also had a lower BMI ([S5 Table](#pmed.1002972.s017){ref-type="supplementary-material"}). Similar associations with these characteristics were observed for partner smoking status during pregnancy ([S6 Table](#pmed.1002972.s018){ref-type="supplementary-material"}).

10.1371/journal.pmed.1002972.t001

###### Participant characteristics of the study population stratified by cohort.

![](pmed.1002972.t001){#pmed.1002972.t001g}

  ---------------------------------------------------------------------------------------------------------------------------
  Characteristic                                                                              GenR\           BiB\
                                                                                              (*n* = 4,682)   (*n* = 3,939)
  ------------------------------------------------------------------------------------------- --------------- ---------------
  Maternal age, years, mean (SD)                                                              31.3 (4.6)      26.7 (6.0)

  Smoking during pregnancy, percent (*n*)                                                                     

      Non-smoker                                                                              73.9 (3,461)    59.1 (2,328)

      Pre-pregnancy smoker who quit before the second trimester                               9.0 (423)       10.8 (427)

      Pre-pregnancy smoker who continued through pregnancy                                    17.0 (798)      30.1 (1,184)

  Smoking intensity in pre-pregnancy smokers who continued through pregnancy, percent (*n*)                   

      Light                                                                                   40.3 (309)      71.5 (2,328)

      Moderate                                                                                38.5 (295)      19.0 (618)

      Heavy                                                                                   21.3 (163)      9.5 (309)

      Missing                                                                                 3.9 (31)        0 (0)

  Partner smoking during pregnancy, percent (*n*)                                                             

      No                                                                                      56.4 (2,373)    64.8 (862)

      Yes                                                                                     43.6 (1,833)    35.2 (469)

      Missing                                                                                 10.2 (476)      66.2 (2,608)

  Smoking intensity in partner's smoking during pregnancy, percent (*n*)                                      

      Light                                                                                   35.1 (633)      18.3 (84)

      Moderate                                                                                16.8 (303)      37.4 (172)

      Heavy                                                                                   48.1 (868)      44.3 (204)

      Missing                                                                                 1.6 (29)        1.9 (9)

  Maternal rs1051730 genotype (number of T alleles), percent (*n*)                                            

      0                                                                                       45.3 (1,633)    45.7 (1,337)

      1                                                                                       43.0 (1,551)    43.7 (1,277)

      2                                                                                       11.7 (420)      10.6 (309)

      Missing                                                                                 23.0 (1,078)    25.8 (1,016)
  ---------------------------------------------------------------------------------------------------------------------------

For all smoking variables, percentages (*n*) of each category are given only for singleton births with no missing values, to facilitate comparison between the 2 cohorts.

BiB, Born in Bradford study; GenR, Generation R Study.

Associations of maternal smoking with fetal growth {#sec019}
--------------------------------------------------

Differences in mean fetal size across gestation by maternal smoking during pregnancy are presented in [Fig 1](#pmed.1002972.g001){ref-type="fig"}, with estimates from multivariable adjusted analyses shown in [S7 Table](#pmed.1002972.s019){ref-type="supplementary-material"}. Overall, trajectories of fetal growth varied according to maternal smoking status (*p* \< 0.001 for each fetal parameter). From the early second trimester through to term, fetuses of women who continued to smoke weighed less than those of non-smokers. More specifically, at 20 weeks, the predicted difference (95% CI) in mean EFW was −2.6 g (−5.1 to −0.1), and this absolute difference increased to −207 g (−231 to −182) at 40 weeks' gestation. A similar pattern was observed for HC, FL, and AC, with absolute differences in each fetal parameter widening with gestational age. Fetal FL reductions were observed from 16 weeks, and fetal HC and AC reductions were observed from 20 and 24 weeks, respectively. The EFW trajectory of women who quit smoking early in pregnancy was similar to that of non-smokers ([Fig 1](#pmed.1002972.g001){ref-type="fig"}; [S7 Table](#pmed.1002972.s019){ref-type="supplementary-material"}). However, quitters had a shorter FL and greater AC than non-smokers towards the end of pregnancy, though these differences were smaller in magnitude than those observed for continuing smokers.

![Predicted differences in mean fetal size (with 95% CIs) across gestation comparing pre-pregnancy smokers who quit early in pregnancy and pre-pregnancy smokers who continued smoking through pregnancy with non-smokers (reference category).\
Predicted differences in mean head circumference (mm), femur length (mm), abdominal circumference (mm), and estimated fetal weight (g) across gestation comparing pre-pregnancy smokers who quit in early pregnancy and those who continued smoking during pregnancy with non-smokers (reference category). Predicted mean differences (with 95% confidence intervals) in the pooled Generation R Study and Born in Bradford study cohort by analysis model: model 1 adjusting for cohort only (in white) and model 2 adjusting for cohort, infant sex, and maternal age, parity, height, body mass index, education level, and alcohol use during pregnancy (in black).](pmed.1002972.g001){#pmed.1002972.g001}

Fetal size differences by smoking quantity in mothers who continued smoking during pregnancy are shown in [Fig 2](#pmed.1002972.g002){ref-type="fig"} and [S8 Table](#pmed.1002972.s020){ref-type="supplementary-material"}. Dose--response associations with EFW and individual fetal parameters (HC, FL, and AC) were observed from early gestation through to birth (*p* \< 0.001 for all fetal parameters). Compared to non-smokers, the difference (95% CI) in mean EFW for light, moderate, and heavy smoking in women who continued smoking was −144 g (−182 to −106), −215 g (−248 to −182), and −290 g (−334 to −247) at 40 weeks, respectively. As was the case for smoking status, associations of smoking quantity with fetal parameters appeared to be most pronounced for FL. Results for predicted differences as a proportion of the mean revealed a similar pattern as for mean differences in absolute original units: proportional differences in fetal parameters observed with maternal smoking status and smoking quantity followed an increasing pattern with increasing gestational age ([S9](#pmed.1002972.s021){ref-type="supplementary-material"} and [S10](#pmed.1002972.s022){ref-type="supplementary-material"} Tables).

![Predicted differences in mean fetal size (with 95% CIs) across gestation comparing different categories of smoking quantity in pre-pregnancy smokers who continued smoking through pregnancy with non-smokers (reference category).\
Predicted differences in mean head circumference (mm), femur length (mm), abdominal circumference (mm), and estimated fetal weight (g) across gestation comparing pre-pregnancy smokers who continued smoking through pregnancy by smoking intensity with non-smokers (reference category). Predicted mean differences (with 95% confidence intervals) in the pooled Generation R Study and Born in Bradford study cohort by analysis model: model 1 adjusting for cohort only (in white) and model 2 adjusting for cohort, infant sex, and maternal age, parity, height, body mass index, education level, and alcohol use during pregnancy (in black).](pmed.1002972.g002){#pmed.1002972.g002}

Association of maternal rs1051730 genotype with smoking and fetal growth---MR analysis {#sec020}
--------------------------------------------------------------------------------------

Maternal rs1051730 genotype was associated with the ability to quit smoking among pre-pregnancy smokers (per T allele odds ratio \[OR\] for continuing versus quitting smoking during pregnancy = 1.10 \[95% CI 0.96 to 1.25\]). This association was mainly driven by GenR (OR = 1.17 \[95% CI 0.96 to 1.43\]) as rs1051730 was not clearly associated with the ability to quit smoking in BiB (OR = 1.03 \[95% CI 0.86 to 1.24\]) ([S11 Table](#pmed.1002972.s023){ref-type="supplementary-material"}). In both cohorts, maternal rs1051730 genotype was associated with the number of cigarettes smoked in women who continued smoking during pregnancy (per T allele OR for heavy smoking versus light/moderate smoking = 1.24 \[95% CI 1.04 to 1.47\]), but not in those who quit smoking in early pregnancy (OR = 1.02 \[95% CI 0.79 to 1.33\]). The SNP was not associated with being a smoker (per T allele OR for being a pre-pregnancy smoker = 1.00 \[95% CI 0.92 to 1.08\]), confirming genome-wide association results that rs1051730 is not associated with smoking initiation \[[@pmed.1002972.ref018]\].

Associations of maternal rs1051730 genotype with fetal growth differed by smoking status ([Fig 3](#pmed.1002972.g003){ref-type="fig"}; [S12 Table](#pmed.1002972.s024){ref-type="supplementary-material"}). Amongst women who continued to smoke across pregnancy, EFW growth differed by rs1051730 genotype (*p* = 0.01). At 20 weeks' gestation, each additional T allele was associated with a lower EFW (−3.7 g \[95% CI −7.0 to −0.4\]), and this absolute reduction in fetal weight increased in magnitude with gestational age (at 40 weeks it was −45 g \[95% CI −81 to −10\]). A similar pattern of fetal growth restriction was observed for individual fetal parameters (HC, FL, and AC) in these women, though differences in mean fetal AC were less precise and close to null in late gestation. In women classified as non-smokers, each additional T allele at rs1051730 was associated with a higher EFW between 32 weeks and 40 weeks of gestation (*p* for overall difference in growth = 0.03), with similar patterns of associations for HC, AC, and FL. No association between maternal rs1051730 genotype and fetal growth was observed in women who quit smoking in early pregnancy, but these results need to be interpreted with caution because of the small number of individuals in this group. Proportional differences in mean fetal size with each additional T allele at rs1051730 followed a similar pattern as for the absolute differences observed ([S13 Table](#pmed.1002972.s025){ref-type="supplementary-material"}). Effect estimates were not materially different after combining pre-pregnancy smokers who quit and those who continued smoking ([S14 Table](#pmed.1002972.s026){ref-type="supplementary-material"}; [S3 Fig](#pmed.1002972.s003){ref-type="supplementary-material"}). With the exception of maternal age, the SNP was not associated with confounders ([S15 Table](#pmed.1002972.s027){ref-type="supplementary-material"}). Maternal age in continuing smokers increased with each additional T allele; there was no association with age in non-smokers and those who quit smoking in early pregnancy. Results were not altered with adjustment for maternal age ([S4](#pmed.1002972.s004){ref-type="supplementary-material"} and [S5](#pmed.1002972.s005){ref-type="supplementary-material"} Figs) or fetal rs1051730 genotype (Figs [3](#pmed.1002972.g003){ref-type="fig"} and [S3](#pmed.1002972.s003){ref-type="supplementary-material"}--[S5](#pmed.1002972.s005){ref-type="supplementary-material"}).

![Predicted differences in mean fetal size (with 95% CIs) across gestation per risk allele increase at rs1051730 in non-smokers, pre-pregnancy smokers who quit early in pregnancy, and pre-pregnancy smokers who continued smoking through pregnancy.\
Predicted differences in mean head circumference (mm), femur length (mm), abdominal circumference (mm), and estimated fetal weight (g) per maternal rs1051730 T allele increase in non-smokers, pre-pregnancy smokers who quit smoking in early pregnancy, and pre-pregnancy smokers who continued smoking during pregnancy. Predicted mean differences (with 95% confidence intervals) by analysis model: model 1 adjusting for cohort (in white) and model 2 adjusting for cohort and fetal rs1051730 genotype (in black).](pmed.1002972.g003){#pmed.1002972.g003}

Association of maternal versus mother's partner smoking with fetal growth---Parental negative control analysis {#sec021}
--------------------------------------------------------------------------------------------------------------

In unadjusted analyses, partner smoking was associated with slower growth of all parameters ([S6 Fig](#pmed.1002972.s006){ref-type="supplementary-material"}), but these associations were considerably weaker than those for maternal smoking and were only apparent later in pregnancy (from 32 weeks onwards). The partner smoking associations were attenuated to the null after multivariable adjustment for confounders and mutual adjustment for maternal smoking (Figs [4](#pmed.1002972.g004){ref-type="fig"} and [S6](#pmed.1002972.s006){ref-type="supplementary-material"}; [S16](#pmed.1002972.s028){ref-type="supplementary-material"} and [S17](#pmed.1002972.s029){ref-type="supplementary-material"} Tables). Results for partner smoking quantity showed similar patterns ([S7 Fig](#pmed.1002972.s007){ref-type="supplementary-material"}).

![Predicted differences in mean fetal size (with 95% CIs) across gestation comparing mothers and mother's partners who smoked to non-smokers (reference category).\
Predicted differences in mean head circumference (mm), femur length (mm), abdominal circumference (mm), and estimated fetal weight (g) across gestation associated with maternal smoking (i.e., comparing maternal continued smoking through pregnancy with no maternal smoking during pregnancy \[reference category\]) and mother's partner's smoking (comparing partner smoking during pregnancy with no partner smoking during pregnancy \[reference category\]). Predicted mean differences associated with maternal smoking (in white) and partner smoking (in black) are adjusted for cohort, infant sex, parity (for maternal smoking only), and respective parental age, height, BMI, education level, and alcohol use during pregnancy, and mutually adjusted for the smoking behaviour of the other parent.](pmed.1002972.g004){#pmed.1002972.g004}

Additional analyses {#sec022}
-------------------

Effect estimates of the association between mother's and mother's partner's smoking status during pregnancy with fetal growth were not materially different in analyses restricted to those with complete covariate data ([S8](#pmed.1002972.s008){ref-type="supplementary-material"}--[S12](#pmed.1002972.s012){ref-type="supplementary-material"} Figs). Associations were very similar in GenR and BiB, with no statistical evidence for any differences between the 2 cohorts (*p*~interaction~ \> 0.05 for all analysis models; [S7](#pmed.1002972.s019){ref-type="supplementary-material"}--[S10](#pmed.1002972.s022){ref-type="supplementary-material"} and [S12](#pmed.1002972.s024){ref-type="supplementary-material"}--[S17](#pmed.1002972.s029){ref-type="supplementary-material"} Tables). Also, associations of maternal smoking with birth weight were consistent in direction and effect size with the fetal size differences observed during late gestation, and conditioning on gestational age did not strongly influence these associations ([S18 Table](#pmed.1002972.s030){ref-type="supplementary-material"}).

Discussion {#sec023}
==========

In this study we found that infants of pre-pregnancy smokers who continued smoking during pregnancy had a reduced fetal size from early second trimester to term, and that this association followed a dose-dependent pattern (with reductions in fetal size being present in light smokers but of lower magnitude than in moderate or heavy smokers) and was independent of observed confounding factors. Furthermore, the lack of an equivalent association for partner's smoking with fetal growth and the results from MR, which showed evidence of a linear association of increasing cigarette consumption with fetal growth restriction, provide support that these associations represent an intrauterine effect and are not explained by unmeasured residual confounding factors. Pre-pregnancy smokers who gave up smoking before the second trimester had broadly similar fetal growth to non-smokers except for a shorter FL and greater AC between 36 and 40 weeks of gestation.

Strengths and limitations {#sec024}
-------------------------

A strength of our study is the large population-based sample with detailed information on smoking (including dose--response data) and on potential confounders. We triangulated evidence from conventional multivariable regression analyses in mothers with evidence from parental negative control and genetic MR analyses. The consistent findings across these 3 methods---which have differing key sources of bias (residual confounding in the multivariable analyses, unanticipated causal effect of partner smoking in the negative control, and genetic horizontal pleiotropy in MR)---strengthen confidence in our conclusions \[[@pmed.1002972.ref013]\]. Multiple sensitivity analyses suggested that the multivariable regression analyses were not biased by selection due to missing covariate data, and that stratified genetic analyses were not notably influenced by collider bias. An assumption of MR analysis is that the genetic instrument influences the outcome only through the exposure of interest. One theoretical source of violation of this assumption is via fetal genotype, but we found no difference in the maternal SNP--fetal growth associations with adjustment for fetal genotype. The positive association of maternal rs1051730 genotype with EFW between 32 and 40 weeks of gestation in non-smokers suggests that genetic pleiotropy may have resulted in violation of the assumption that the genetic instrument influences fetal growth only via maternal smoking. Previous MR studies using the rs1051730 genotype have demonstrated that smoking is causally related to a lower BMI in smokers and higher BMI, and waist and hip circumference, in non-smokers \[[@pmed.1002972.ref027],[@pmed.1002972.ref028]\]. This raises the possibility that the association of the variant with offspring EFW in non-smokers is mediated through an increase in maternal body mass and that in smokers associations may be stronger (i.e., there may have been some masking of the association by a pleiotropic path through maternal BMI). Our MR results are consistent with those from a large study of 26,241 mother--infant pairs, which found a negative association of rs1051730 with birth weight in smokers but no strong evidence of an association in non-smokers (difference in mean birth weight per T allele = 5 g \[95% CI −4 to 14\]) \[[@pmed.1002972.ref008]\].

The parental negative control study assumes that factors related to maternal smoking are similar to those related to their partner's smoking (i.e., that confounding is the same for the 'real' and 'negative control' exposure), which is plausible given that risk factors for smoking, such as low socioeconomic position, have not been shown to be sex-specific. This approach also assumes that it is not plausible that the negative control influences the outcome. Whilst partner smoking, and that of others whom the mother is exposed to, could have an intrauterine effect via passive smoking, we would expect this effect to be considerably smaller than what is seen with maternal smoking. The fact that we see in our analyses presented here a maternal-specific association with fetal growth parameters, as has been shown for birth weight \[[@pmed.1002972.ref009]\], supports an intrauterine mechanism that is not explained by shared familial confounding.

In both GenR and BiB, pregnancies were dated using fetal biometry using CRL and biparietal diameter. Although this approach is superior to the use of women's self-report of last menstrual period, it assumes no variation in fetal size at the time of dating, which may have led to an underestimation of smoking associations. Moreover, as there is some evidence of maternal smoking being associated with reduced first trimester CRL \[[@pmed.1002972.ref011]\], systematic underestimation of gestational age in women who smoke during pregnancy could have further limited our ability to detect (stronger) associations. Since we modelled longitudinal fetal growth, and since ultrasound fetal anthropometrics tend to correlate less with dating measures as pregnancy progresses, we expect this to have resulted in an underestimation of fetal size differences only during early gestation. We further note that associations of maternal smoking with fetal AC attenuated towards term, most likely because of limited power as AC was not measured at birth in GenR. Information about smoking during pregnancy was collected by questionnaire. Several studies using cotinine as a biochemical measure of smoking exposure have demonstrated underreporting of smoking among pregnant women \[[@pmed.1002972.ref029],[@pmed.1002972.ref030]\]. It is therefore likely that not all women in our study admitted smoking and when reporting smoking may have systematically underestimated the number of cigarettes smoked or falsely reported having quit. In the multivariable regression analyses, this misreporting could have resulted in associations with whether mothers smoked or not being biased towards the null, and associations with light/moderate smoking and smoking cessation being biased away from the null. In MR analyses, this misclassification would be expected to potentially bias results for non-smokers and quitters towards the results for smokers (i.e., as the group of non-smokers and quitters may have included some smokers), but not to bias causal effect estimates for smoking quantity within smokers.

Partners can be difficult to recruit to pregnancy cohorts, and data on behaviours like smoking is sometimes collected from the pregnant woman (as was the case for most partners in GenR) or there is a smaller proportion of partners with data (as was the case for BiB) \[[@pmed.1002972.ref031]\]. The fact that we found consistent results for partner smoking in GenR, where information on partner smoking was based predominantly on maternal report (which may be biased towards the maternal association), and BiB, in which only a small proportion of partners responded (where there may be selection bias), suggests that the null findings for partner smoking are robust. Finally, as this study included women of white European origin only, results may not necessarily generalise to other populations.

Comparison with other studies {#sec025}
-----------------------------

Our results are consistent with those from a systematic review, which reported lower third trimester fetal size and second trimester reductions in some fetal parameters in women who continued smoking during pregnancy \[[@pmed.1002972.ref012]\]. That review, however, could not assess fetal growth trajectories across pregnancy from early gestation to term, or explore dose-dependent patterns or the impact of quitting in detail, and it did not include methods we used to explore causality. Our MR estimates of EFW reductions of 37 g (95% CI 14 to 60) and 45 g (95% CI 10 to 81) per genetically determined 1-cigarette-per-day increase at 36 and 40 weeks' gestation in women who continued smoking beyond the first trimester are broadly consistent with the 24-g (95% CI 3 to 45) reduction in birth weight reported in a previous MR analysis \[[@pmed.1002972.ref008]\]. Our genetic results are also comparable with those from a randomized smoking cessation trial showing a reduction of approximately 5.4 cigarettes per day and a 92-g heavier birth weight in the intervention compared to the control group (giving an average increase of 17.9 g per 1 less cigarette) \[[@pmed.1002972.ref005]\]. Of note, rs1051730 genotype is an instrument for both smoking quantity (in current smokers, i.e., pre-pregnancy smokers who continue smoking during pregnancy) and smoking cessation (in pre-pregnancy smokers), 2 independent traits that are strongly correlated. As we found similar associations in analyses including all pre-pregnancy smokers, our results support the importance of smoking reduction and cessation to prevent fetal growth restriction. The absence of an independent association of mother's partner's smoking with fetal growth provides additional support for maternal smoking influencing early fetal growth through an intrauterine mechanism and is consistent with a previous negative control study investigating parental smoking associations with birth weight \[[@pmed.1002972.ref009]\].

Different fetal parameters have different peak periods of growth during gestation as reflected by the shapes of their growth trajectories, i.e., linear growth of HC and FL is highest during early pregnancy and starts to level off at approximately 20 weeks of gestation, while the peak growth of AC is observed between approximately 20 and 32 weeks (reflecting the predominant accumulation of fat and lean tissue during the third trimester) \[[@pmed.1002972.ref032]\]. These differences in fetal growth patterns may affect the timing at which associations with each fetal parameter can be observed. Differences in smoking effects on fetal growth parameters may also reflect developmental plasticity and the 'protection' of some organs and tissues over others. In our study, associations of maternal smoking with fetal growth were first noted for FL, with differences in FL being detectable from as early as 16 weeks' gestation. Compared to non-smokers, pre-pregnancy smokers who quit smoking before the second trimester had a shorter fetal FL at 36--40 weeks' gestation, whereas no differences in size were observed for other growth parameters. If the toxic effects of smoking affected the growth of different tissues and organs similarly and the main cause of differences between them was related to timing of peak growth, we would have expected similar patterns between FL and HC, which is not what we find.

A predominant association of maternal smoking with FL has been reported before by other studies including GenR \[[@pmed.1002972.ref020],[@pmed.1002972.ref033]--[@pmed.1002972.ref035]\] and animal experiments \[[@pmed.1002972.ref036]\], and for many years, leg length has been proposed to be the most sensitive growth parameter to adverse early-life exposures \[[@pmed.1002972.ref037]\]. A Swedish register-based study found that infants of women who quit smoking during pregnancy had a similar birth weight and HC to infants of non-smokers, but a shorter crown--heel length \[[@pmed.1002972.ref038]\]. Since birth crown--heel length is a measure of linear growth that is closely correlated to FL \[[@pmed.1002972.ref039]\], these data are consistent with our findings. Taking our findings together with those from human and animal experimental studies, it appears that fetal skeletal linear growth is particularly susceptible to maternal cigarette smoking. It seems plausible that in the presence of reduced nutrient and oxygen supply to the fetus, as a result of smoking \[[@pmed.1002972.ref040]\], key organs, such as the brain and liver, are preserved as much as possible at the expense of skeletal growth. We further observed a greater fetal AC towards the end of gestation in women who quit smoking early in pregnancy compared to non-smokers. Smoking cessation is often accompanied by weight gain and changes in central fat tissue \[[@pmed.1002972.ref041],[@pmed.1002972.ref042]\], most likely through an increased appetite and lower basal metabolic rate upon nicotine withdrawal. This could potentially explain the larger fetal AC found among quitters, but because of the small number of quitters in this study, we were unable to explore the causal nature of this association further in MR analysis.

Implications {#sec026}
------------

Harmful effects of maternal smoking during pregnancy are well known. However, many women who smoke find it difficult to quit before or during pregnancy \[[@pmed.1002972.ref043]\], as evidenced by the relatively high rates of smoking prior to pregnancy (26% and 41%) and low quit rates in early pregnancy (35% and 27% of pre-pregnancy smokers) in the 2 contemporary cohorts of white European women in our study. Our study is the first to our knowledge to provide robust support for an association between the number of cigarettes smoked and fetal size from as early as 20 weeks' gestation in women who continue smoking after the first trimester. There are 2 key implications of these findings. First, even at low doses, cigarette smoking adversely affects fetal growth, and continued efforts to prevent women of reproductive age from smoking, and to support those who do take it up to quit, are paramount. In this context, our findings reinforce existing recommendations \[[@pmed.1002972.ref044]--[@pmed.1002972.ref046]\] that encourage strategies to reduce initiation, improve detection, and promote cessation of tobacco use including cessation counselling as part of preconception health services and antenatal care. Simultaneously, the absence of major fetal growth deficits observed with smoking cessation early in pregnancy should comfort women with unplanned pregnancies who are able to quit smoking early after realising they are pregnant, but who may have experienced anxiety because of smoking in that early period of pregnancy. Second, for women who do not manage to quit smoking before or during pregnancy, smoking reduction will have some benefit in a linear fashion, i.e., the greater the reduction in smoking, the smaller the likelihood of fetal growth restriction; therefore, support to lower the number of cigarettes smoked in these women should be promoted. Currently, few guidelines suggest this, perhaps because of fear that it may be interpreted as condoning light smoking in pregnancy. We believe our results provide sufficient evidence to update guidelines that currently promote only quitting, not reducing, smoking: For women who find it too difficult to quit smoking before or during pregnancy, support to reduce the amount they smoke should be provided. We acknowledge that fetal growth restriction, despite being a predictor of neonatal morbidity and mortality, is only one of the adverse outcomes associated with pregnancy smoking, and it is unknown whether lowering cigarette consumption in those who cannot quit will be beneficial for other perinatal outcomes. Finally, our findings should stimulate more research to further explore the effectiveness and safety of currently available interventions that might reduce smoking in pregnancy \[[@pmed.1002972.ref047]\]. The potential effect of electronic cigarettes and other smokeless tobacco products, which women may use as a means to quit smoking or as potentially safer alternatives to cigarette smoking, on fetal growth and perinatal outcomes requires investigation. However, as these alternatives have only recently become available, we did not have information on their use in either of these cohorts, and it will take some time before other cohorts with sufficient information on these will be available for analyses.

Conclusions {#sec027}
===========

By triangulating findings from different analytical approaches, this study provides strong support for a dose-dependent effect of cigarette smoking on fetal growth from the second trimester onwards in women who continue smoking during pregnancy, while only minor deficits in fetal growth are seen in women who quit smoking early in pregnancy. Collectively, these findings reinforce the importance of smoking cessation counselling in preconception health services and antenatal care. They demonstrate the importance of quitting smoking early in pregnancy, which is knowledge that could also help reduce anxiety in women who quit after learning they are pregnant. Lastly, our findings indicate that support and advice to reduce smoking during pregnancy in women who find it impossible to quit has some benefit in lowering the risk of fetal growth restriction.
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###### Flow chart of the study population.
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###### Best-fitting growth trajectories for each fetal parameter identified by multilevel fractional polynomial models in GenR and BiB.

Average growth trajectories of fetal HC, FL, AC, and EFW from 12--16 to 40 weeks' gestation predicted by best-fitting multilevel fractional polynomial models in GenR and BiB.
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation per risk allele increase at rs1051730 in pre-pregnancy smokers and non-smokers.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation per maternal rs1051730 T allele increase in pre-pregnancy smokers and non-smokers. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort (in white) and model 2 adjusting for cohort and fetal rs1051730 genotype (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation per risk allele increase at rs1051730 in non-smokers, pre-pregnancy smokers who quit in early pregnancy, and pre-pregnancy smokers who continued smoking during pregnancy---Analysis with adjustment for maternal age.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation per maternal rs1051730 T allele increase in non-smokers, pre-pregnancy smokers who quit smoking before the second trimester, and pre-pregnancy smokers who continued smoking during pregnancy. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort and maternal age (in white) and model 2 adjusting for cohort, maternal age, and fetal rs1051730 genotype (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation per risk allele increase at rs1051730 in pre-pregnancy smokers and non-smokers---analysis with adjustment for maternal age.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation per maternal rs1051730 T allele increase in pre-pregnancy smokers and non-smokers. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort and maternal age (in white) and model 2 adjusting for cohort, maternal age, and fetal rs1051730 genotype (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing mothers' partners who smoked with non-smoking partners (reference category).

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing partners who smoked during pregnancy to those who did not smoke during pregnancy (reference category). Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white); model 2 adjusting for cohort, infant sex, and partner age, height, body mass index, education level, and alcohol use during pregnancy (in grey); and model 3 adjusting for cohort; infant sex; partner age, height, body mass index, education level, and alcohol use during pregnancy; and smoking during pregnancy (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing different categories of smoking intensity in mothers' partners who smoked with non-smoking partners (reference category).

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing partners who smoked during pregnancy by smoking intensity with those who did not smoke during pregnancy (reference category). Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white); model 2 adjusting for cohort, infant sex, and partner age, height, body mass index, education level, and alcohol use during pregnancy (in grey); and model 3 adjusting for cohort; infant sex; partner age, height, body mass index, education level, and alcohol use during pregnancy; and maternal smoking during pregnancy (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing pre-pregnancy smokers who quit in early pregnancy and pre-pregnancy smokers who continued smoking through pregnancy with non-smokers (reference category)---Complete case analysis.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing pre-pregnancy smokers who quit smoking in early pregnancy and those who continued smoking during pregnancy with non-smokers (reference category)---complete case analysis. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white) and model 2 adjusting for cohort, infant sex, and maternal age, parity, height, body mass index, education level, and alcohol use during pregnancy (in black).

(TIF)
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing different categories of smoking intensity in pre-pregnancy smokers who continued smoking through pregnancy with non-smokers (reference category)---Complete case analysis.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing pre-pregnancy smokers who continued smoking through pregnancy by smoking intensity with non-smokers (reference category)---complete case analysis. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white) and model 2 adjusting for cohort, infant sex, and maternal age, parity, height, body mass index, education level, and alcohol use during pregnancy (in black).

(TIF)
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing mothers' partners who smoked with non-smoking partners (reference category)---Complete case analysis.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing partners who smoked during pregnancy with those who did not smoke during pregnancy (reference category)---complete case analysis. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white); model 2 adjusting for cohort, infant sex, and partner age, height, body mass index, education level, and alcohol use during pregnancy (in grey); and model 3 adjusting for cohort; infant sex; partner age, height, body mass index, education level, and alcohol use during pregnancy; and maternal smoking during pregnancy (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing different categories of smoking intensity in mothers' partners who smoked with non-smoking partners (reference category)---Complete case analysis.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation comparing partners who smoked during pregnancy by smoking intensity with those who did not smoke during pregnancy (reference category)---complete case analysis. Predicted mean differences (with 95% confidence intervals) in the pooled GenR and BiB cohort by analysis model: model 1 adjusting for cohort only (in white); model 2 adjusting for cohort, infant sex, and partner age, height, body mass index, education level, and alcohol use during pregnancy (in grey); and model 3 adjusting for cohort; infant sex; partner age, height, body mass index, education level, and alcohol use during pregnancy; and maternal smoking during pregnancy (in black).
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###### Predicted differences in mean fetal size (with 95% CIs) across gestation comparing mothers and mothers' partners who smoked to non-smokers (reference category)---Complete case analysis.

Predicted differences in mean HC (mm), FL (mm), AC (mm), and EFW (g) across gestation associated with maternal smoking (i.e., comparing maternal continued smoking through pregnancy with no maternal smoking during pregnancy \[reference category\]) and mother's partner's smoking (comparing partner smoking during pregnancy with no partner smoking during pregnancy \[reference category\])---complete case analysis. Predicted mean differences associated with maternal smoking (in white) and partner smoking (in black) are adjusted for cohort, infant sex, parity (for maternal smoking only), and respective parental age, height, BMI, education level, and alcohol use during pregnancy, and mutually adjusted for the smoking behaviour of the other parent.
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a\) If a prospective analysis plan (from your funding proposal, IRB or other ethics committee submission, study protocol, or other planning document written before analyzing the data) was used in designing the study, please include the relevant prospectively written document with your revised manuscript as a Supporting Information file to be published alongside your study, and cite it in the Methods section. A legend for this file should be included at the end of your manuscript.

b\) If no such document exists, please make sure that the Methods section transparently describes when analyses were planned, and when/why any data-driven changes to analyses took place.

c\) In either case, changes in the analysis---including those made in response to peer review comments---should be identified as such in the Methods section of the paper, with rationale.

\- \"We found \...\" and the findings in the past tense would be better in the first paragraph of the discussion

Please avoid causal language -- eg line 346 " are causal intrauterine effects"; line 340 -- maybe have demonstrated an association that infants; robust evidence (line 470) and so on.

The STROBE looks to be in an unusual format. Please use the standard checklist and include sections and paragraphs.

Comments from the reviewers:

Reviewer \#1: This is a well-written epidemiological analysis utilising two population-based European pregnancy cohorts (Generation R Study and Born in Bradford Study) and several approaches in an attempt to provide greater nuanced evidence on the association between maternal smoking during pregnancy and fetal growth. While lacking in size compared to the 2017 Abraham M et al systematic review (A systematic review of maternal smoking during pregnancy and fetal measurements with meta-analysis), which also included results from the Generation R study, this work does attempt to address issues related to causal inference and fetal growth (over time).

Major comment:

Given the recent systematic review and other work that has examined maternal smoking and adverse reproductive outcomes, I believe much more effort needs to be made in highlighting the specific additional clinical practice and/or health policy implications of this manuscript. At the moment, the manuscript appears to reinforce the existing clinical/public health messaging and in my view this was not a point of contention. Although, not the focus of this manuscript, the association between E-cigarette use during pregnancy and reproductive health outcomes is largely unknown and the authors should consider if their current work dwells inordinately on the finer points of maternal smoking and fetal growth association (\"circular epidemiology\") rather than pursue new avenues of research in this area.

In view of the above comment, the manuscript could be strengthened by a more detailed discussion on how the findings from this study may/may not infuence existing NHS advice/statements targeted to women who are pregnant. Below is an example of some of the current NHS advice/statements targeted to women who are pregnant:

No matter what stage you\'re at in your pregnancy, it\'s never too late to stop smoking.

Any woman referred for specialist advice to quit will get it.

Any expectant mum who smokes or has recently quit will be offered specialist support throughout pregnancy, including as late as 36 weeks into the baby\'s development.

If your partner or anyone else who lives with you smokes, their smoke can affect you and the baby both before and after birth.

<https://www.nhs.uk/smokefree/why-quit/smoking-in-pregnancy>

<https://www.england.nhs.uk/2019/04/quit-smoking-advice-for-pregnant-women-in-nhs-drive-to-prevent-stillbirths/>

<https://www.nhs.uk/conditions/pregnancy-and-baby/smoking-pregnant/>

Reviewer \#2: Overall: The use of two population-based pregnancy cohorts to assess the impact of smoking behaviors on low birth weight is an important contribution to the literature, and an opportunity to again emphasize the importance of tobacco prevention and control in reproductive age women (and men).

Specific Comments:

Lines 64-65. The U.S. Surgeon General\'s Reports have discussed the subject of cigarette smoking\'s causal link with low birth weight in many volumes. For example, the 2004 Surgeon General\'s report concluded that \"the evidence is sufficient to infer a causal relationship between maternal active smoking and fetal growth restriction and low birth weight (USDHHS 2004, p. 28). This conclusion was based on numerous studies with consistent evidence of a dose-response relationship and confirmed by studies that use biomarkers of exposure to tobacco smoke, among others. Also, the 2010 Surgeon General\'s report (The Biology and Behavioral Basis for Smoking-Attributable Disease) includes a lengthy discussion of the biological basis for smoking\'s link to low birth weight. I suggest the authors reference one or more of the Surgeon General\'s reports, or otherwise make clearer that the causal relationship between cigarette smoking and low birth weight is long-standing and very strong, and the evidence for it is multi-faceted.

Line 106: Here and elsewhere, I would strongly advise against using the term \"habit\" to refer to smoking - given the highly addictive nature of tobacco products. The term \"behavior\" or \"use\" is preferred.

Lines 122-124. Given that women had several assessments, how was CPD calculated? Was it averaged over the several assessments? Also, partners\' smoking is included in table 1 - were the same parameters (in terms of CPD) used?

Table 1 - is there a typo? The numbers for \"partner smoking during pregnancy\" for the BiB cohort (64.8%; 35.2%; 66.2%) don\'t seem to make sense.

Lines 385-388. Very important to acknowledge that many studies show that pregnant women often do not acknowledge or accurately report their smoking status.

In a few places the authors make reference to smoking reduction (rather than complete smoking cessation). E.G., Lines 58 and 420. As regards low birth weight, the authors make a good case that while complete cessation is best, smoking reduction is also likely to be helpful, and they do caveat the \"reduction\" sections by noting that this is \"beneficial in terms of fetal growth.\" However, I suggest adding a sentence indicating that low birth weight is just one of many adverse effects of smoking on fetal outcomes - and we do not yet know whether smoking reduction is helpful - to emphasize the point that low birth weight is not the only parameter of interest.

Lines 473-474: Re: \"the importance of good smoking cessation advice in preconception health services and antenatal care.\" This sentence is inadequate to describe what is needed to address the long-standing problem of pregnant women\'s tobacco use. Although not the primary focus of this paper, I would suggest the authors consider expanding this section. Some useful additional points may include:

1\) rates of smoking during pregnancy are reflective of rates of smoking among reproductive age women. Therefore, doing more to address smoking (and other tobacco product use) in this population - and among women and men in this age group generally - is imperative.

2\) providing cessation counseling as an integral part of preconception health services and antenatal care is critical - but this addresses only the woman herself, and not the family and larger community/policy context in which tobacco use among pregnant women occurs. Strong, evidence-based tools are available to prevent and control smoking among both women and men. Good references for this information include:

WHO recommendations for the prevention and management of tobacco use and second-hand smoke exposure in pregnancy. Available here: <https://www.who.int/tobacco/publications/pregnancy/guidelinestobaccosmokeexposure/en/>

In addition, to providing guidance on effective screening and both psychosocial and pharmacological interventions, the guidelines explain that the responsibility for quitting does not \"rest\" entirely with the woman herself. There is an obligation for the family, community, and society to create an environment that support her doing so. For example, p. 37:

\"...all population-level policies and interventions for comprehensive tobacco control that are proven to be effective for the general population, would also help protect the health of pregnant women as well. These policies create an enabling environment which is promotive of non-use of tobacco and enable and empower women to be able to implement their own choices.\"

Effective population-level policies and interventions are encompassed by the WHO Framework Convention on Tobacco Control (WHO FCTC) and are also described in the U.S. National Cancer Institute Tobacco Control Monograph 21, The Economics of Tobacco and Tobacco Control, published in 2016, among many other places. Available here: <https://cancercontrol.cancer.gov/brp/tcrb/monographs/21/index.html>

Reviewer \#3: I confine my remarks to statistical aspects of this paper. These were very well done indeed - I almost clicked \"accept\" - but I do have a couple suggestions on the figures.

First, make it clear in the header that \"nonsmokers\" are the reference group. More substantively, I think a line plot with confidence bands might be better, although the difference will be minor. Finally, I\'m not sure about including model 1 and 2. Are both really needed? The estimates are close. I\'d go with model 2.

But, overall, excellent work

Peter Flom

Any attachments provided with reviews can be seen via the following link:

\[LINK\]

10.1371/journal.pmed.1002972.r002
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4 Oct 2019

Dear Dr. Brand,

Thank you very much for re-submitting your manuscript \"Effects of maternal quitting, reducing and continuing smoking during pregnancy on longitudinal fetal growth: evidence from Mendelian randomization and parental negative control studies\" (PMEDICINE-D-19-01958R1) for review by PLOS Medicine.

I have discussed the paper with my colleagues and the academic editor and it was also seen again by reviewers. I am pleased to say that provided the remaining editorial and production issues are dealt with we are planning to accept the paper for publication in the journal.

The remaining issues that need to be addressed are listed at the end of this email. Any accompanying reviewer attachments can be seen via the link below. Please take these into account before resubmitting your manuscript:

\[LINK\]

Our publications team (<plosmedicine@plos.org>) will be in touch shortly about the production requirements for your paper, and the link and deadline for resubmission. DO NOT RESUBMIT BEFORE YOU\'VE RECEIVED THE PRODUCTION REQUIREMENTS.

\*\*\*Please note while forming your response, if your article is accepted, you may have the opportunity to make the peer review history publicly available. The record will include editor decision letters (with reviews) and your responses to reviewer comments. If eligible, we will contact you to opt in or out.\*\*\*

In revising the manuscript for further consideration here, please ensure you address the specific points made by each reviewer and the editors. In your rebuttal letter you should indicate your response to the reviewers\' and editors\' comments and the changes you have made in the manuscript. Please submit a clean version of the paper as the main article file. A version with changes marked must also be uploaded as a marked up manuscript file.

Please also check the guidelines for revised papers at <http://journals.plos.org/plosmedicine/s/revising-your-manuscript> for any that apply to your paper. If you haven\'t already, we ask that you provide a short, non-technical Author Summary of your research to make findings accessible to a wide audience that includes both scientists and non-scientists. The Author Summary should immediately follow the Abstract in your revised manuscript. This text is subject to editorial change and should be distinct from the scientific abstract.

We expect to receive your revised manuscript within 1 week. Please email us (<plosmedicine@plos.org>) if you have any questions or concerns.

We ask every co-author listed on the manuscript to fill in a contributing author statement. If any of the co-authors have not filled in the statement, we will remind them to do so when the paper is revised. If all statements are not completed in a timely fashion this could hold up the re-review process. Should there be a problem getting one of your co-authors to fill in a statement we will be in contact. YOU MUST NOT ADD OR REMOVE AUTHORS UNLESS YOU HAVE ALERTED THE EDITOR HANDLING THE MANUSCRIPT TO THE CHANGE AND THEY SPECIFICALLY HAVE AGREED TO IT.

Please ensure that the paper adheres to the PLOS Data Availability Policy (see <http://journals.plos.org/plosmedicine/s/data-availability>), which requires that all data underlying the study\'s findings be provided in a repository or as Supporting Information. For data residing with a third party, authors are required to provide instructions with contact information for obtaining the data. PLOS journals do not allow statements supported by \"data not shown\" or \"unpublished results.\" For such statements, authors must provide supporting data or cite public sources that include it.

If you have any questions in the meantime, please contact me or the journal staff on <plosmedicine@plos.org>.

We look forward to receiving the revised manuscript by Oct 11 2019 11:59PM.

Sincerely,

Clare Stone PhD

Acting Chief Editor

PLOS Medicine

[plosmedicine.org](http://plosmedicine.org)

\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\-\--

Requests from Editors:

Title -- \"We appreciate that mendelian randomization studies can identify potential causal pathways and that a randomized trial is not an option for this research question. However, we ask that you remove \"Effects of\" and "evidence" from the title to adhere to PLOS Medicine style.\"

As with above, and also from previous requests for revisions -- please remove causal language throughout the main text. There are multiple uses of the word 'evidence'(and 'robust evidence at line 581), 'causal' and 'effect of' through title, abstract, Author Summary, and main text. Please remove and tone down.

Comments from Reviewers:

Any attachments provided with reviews can be seen via the following link:

\[LINK\]

10.1371/journal.pmed.1002972.r003
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21 Oct 2019

Dear Dr. Brand,

On behalf of my colleagues and the academic editor, Dr. Cosetta Minelli, I am delighted to inform you that your manuscript entitled \"Associations of maternal quitting, reducing and continuing smoking during pregnancy with longitudinal fetal growth: findings from Mendelian randomization and parental negative control studies\" (PMEDICINE-D-19-01958R2) has been accepted for publication in PLOS Medicine.

PRODUCTION PROCESS

Before publication you will see the copyedited word document (in around 1-2 weeks from now) and a PDF galley proof shortly after that. The copyeditor will be in touch shortly before sending you the copyedited Word document. We will make some revisions at the copyediting stage to conform to our general style, and for clarification. When you receive this version you should check and revise it very carefully, including figures, tables, references, and supporting information, because corrections at the next stage (proofs) will be strictly limited to (1) errors in author names or affiliations, (2) errors of scientific fact that would cause misunderstandings to readers, and (3) printer\'s (introduced) errors.

If you are likely to be away when either this document or the proof is sent, please ensure we have contact information of a second person, as we will need you to respond quickly at each point.

PRESS

A selection of our articles each week are press released by the journal. You will be contacted nearer the time if we are press releasing your article in order to approve the content and check the contact information for journalists is correct. If your institution or institutions have a press office, please notify them about your upcoming paper at this point, to enable them to help maximize its impact.

PROFILE INFORMATION

Now that your manuscript has been accepted, please log into EM and update your profile. Go to <https://www.editorialmanager.com/pmedicine>, log in, and click on the \"Update My Information\" link at the top of the page. Please update your user information to ensure an efficient production and billing process.

Thank you again for submitting the manuscript to PLOS Medicine. We look forward to publishing it.

Best wishes,

Clare Stone, PhD

Managing Editor

PLOS Medicine

[plosmedicine.org](http://plosmedicine.org)

[^1]: I have read the journal\'s policy and the authors of this manuscript have the following competing interests: DAL has received support from several national and international government and charitable funders, and from Medtronic Ltd and Roche Diagnostics for research unrelated to that presented here. The other authors report no conflicts.
